Rising concerns of poor health behaviours of children and youth have stimulated international support for a comprehensive approach to promoting the development of healthy behaviours in the early years. Health promoting schools (HPS) is increasingly adopted as an approach to guide supportive practices, but there is limited research that has reported how to effectively implement HPS at a population level. The purpose of this research was to qualitatively explore the factors preventing and facilitating implementation of HPS practices in the Canadian province of Nova Scotia. Interviews (n ¼ 23) were conducted with school stakeholders (principals, teachers and parents) from a diverse sample of schools (n ¼ 9) and data were analysed to develop an understanding of how school circumstances and experiences influenced HPS implementation. At a broad level, the reported barriers were structural and systemic, whereas the facilitating factors were related to organizational capacity and political leadership. It was evident that implementing and sustaining HPS required a shift in values and integration of supportive school health practices into school priorities. The results suggest that, without addressing the competing culture, which is persistently reinforced by strict academic mandates and unhealthy community norms, HPS will be vulnerable to circumstances that prevent implementation. Considering the emerging importance of mental wellbeing, it will also be important to provide schools with adequate and appropriate staff capacity and support to address this issue. Sustaining the positive effects of HPS will require continuous engagement and collaboration with multiple stakeholders to embed health promotion into school community norms.
INTRODUCTION
Rising concerns of poor health behaviours of children and youth have stimulated international support for health promotion in schools and recognition of the critical opportunities to support healthy nutritional behaviours and physical activity within this setting (Wechsler et al., 2000; Story et al., 2009; Waters et al., 2011) . Schools offer the potential to reach children at an early age, just as they are developing important attitudes and behaviours that may influence their health in the future (Winson, 2008) . There is increasing evidence that suggests that school-based health promotion initiatives are most likely to have a positive influence when they are comprehensive and multifaceted (Lister-Sharp et al., 1999; Stewart-Brown, 2006 ; International Union of Health Promotion and Education, 2009; St Leger et al., 2009) . Additionally, research interventions have demonstrated positive effects on nutrition and physical activity by targeting multiple components of the environment including physical education (PE), health curriculum and school food service while being supported with staff training and involvement from the school community (Luepker et al., 1996; McKenzie et al., 1997; Marcoux et al., 1999) . In response to developing evidence, recent government actions have stimulated 'naturally occurring' interventions that provide 'topdown' support (e.g. policy and resources) to enable a comprehensive approach to school health (Tang et al., 2009; Veugelers and Schwartz, 2010) ; this approach is often called health promoting schools (HPS), comprehensive school health or coordinated school health, with each term used interchangeably depending on jurisdictional context (Veugelers and Schwartz, 2010) . Regardless of the term, such natural experiments have been cited as an underutilized strategy in public health (Petticrew et al., 2005) and offer an important opportunity to study the adoption, implementation and impact of health promotion policies and environmental strategies at the population level (Hawe and Potvin, 2009) .
The 'holistic' HPS approach is based on four distinct but interrelated principles: fostering health and learning, engaging all school partners (i.e. staff, students, parents and community), providing a healthy environment and implementing healthy policies and practices (International Union of Health Promotion and Education, 2009; World Health Organization, 2012; The Joint Consortium for School Health, 2013) . Guidelines to support local implementation focus on establishing key processes that would enable long-term changes to the school environment and schools are encouraged to adopt a local strategy that is relevant to their unique contextual needs (e.g. with respect to enrolment criteria, socio-economic factors, curricular demands due to language or religious instruction) (International Union of Health Promotion and Education, 2009; Veugelers and Schwartz, 2010) . Lessons learned about implementation are important for schools to advance practice, especially for schools that are new to the approach (Inchley et al., 2007) . Considering the dynamic and ongoing processes of HPS (Rowling and Jeffreys, 2006) , the challenge for evaluators will be to find appropriate methods that track the transformation of change. An exploration of local factors involved in implementation of HPS is therefore critical to our understanding of this progressive approach (Inchley et al., 2007) .
Sustaining the positive effects of external interventions requires adoption and commitment from schools and barriers (such as lack of time, low priority of health promotion and financial concerns) have been reported as preventing institutionalization Parcel et al., 2003; Hoelscher et al., 2004) . Previous research has also suggested that successful adoption and maintenance of comprehensive school interventions and policies require 'bottom up' organizational capacity, which can include school leadership, supportive practices and school culture, 1 shared vision and involvement from families and the community (Durlak and DuPre, 2008; Evenson et al., 2009; Kelder et al., 2009; MacLellan et al., 2009; S anchez et al., 2014) . However, little is known about how supportive and prohibitive elements influence implementation in naturally occurring HPS initiatives. Nova Scotia (NS) is Canada's second most densely populated province, and located on the east coast with many rural communities with rich histories of fishing, mining and agriculture. Research has provided local data regarding the significance of poor nutrition, physical inactivity and unhealthy weights among NS children and recent policy and environmental strategies have been implemented to support health promotion across the province (McIsaac et al., 2012) . In particular, a provincial HPS initiative (NS HPS) has supported the implementation of contextually relevant HPS strategies across school jurisdictions since 2006 (Province of Nova Scotia, 2009) . Developing healthy nutritional practices, consistent with the guidelines of a provincial nutrition policy (Province of Nova Scotia, 2008) , and promoting physical activity had been the initial priorities of NS HPS; however, schools were also encouraged to address other health issues (e.g. mental health, sexual health, substance abuse prevention) that were of concern for their school community (Province of Nova Scotia, 2009) . Funding was distributed from the provincial government to support the development of regional HPS partnerships (including stakeholders from education and health) and different models were developed to support dissemination and uptake across schools; as a result of the regional variability and the autonomy of schools, it was expected that local HPS strategies would be 1 School culture or climate refers to the tone of the school that influences perceptions and emotions (Hoy and Tarter, 1992) .
considerably different across the province (McIsaac et al., 2012) . NS HPS provides a unique opportunity to learn what has influenced its implementation. The purpose of this research was to study the factors preventing and facilitating school-level implementation of HPS practices. We used a qualitative case study approach to explore the perspective of principals, teachers and parents (Stake, 1995) .
METHODS

Sampling frame
As schools are bounded systems with unique cultures, each school in NS could have provided a different case for investigation. In case study research, the intent is not to be representative but rather to provide an in-depth understanding of selected cases (Stake, 1995) and provide evidence to inform what works, in what situation, and why (Biddle et al., 2004) . Selection of cases was guided by the theoretical framework of the study (Stuart Wells et al., 2002) ; specifically, it was important to understand the experiences of HPS implementation across the school districts in relation to varying degrees of HPS implementation. Considering the provincial nature of our research, we decided to use a multiple-case design and select one or two schools across each Anglophone public school district.
Variations in HPS implementation were determined following school participation in the Children's Lifestyle And School-performance Study (CLASS) II. CLASS is a province-wide project that examines the relationships between health, nutrition, physical activity, mental health and school performance of children in NS (www. nsclass.ca, last accessed 5 August 2013). In both 2003 (CLASS I) and 2011 (CLASS II), data collection included the completion of student and parent surveys and a selfreport school survey to measure aspects of the school environment (data are not shown). As part of the project knowledge translation strategy of CLASS II, participating schools were provided with a confidential report with their individual school results compared with provincial averages and information and strategies to support HPS practices. These individual school results provided important context to ensure selection of schools that had different implementation strategies. We also considered the size (i.e. population of students) and region of schools (i.e. urban/rural), to ensure there was appropriate representation of communities across NS and considered recommendations from school districts and interest from schools. According to these criteria, nine schools (n ¼ 9) across the seven (n ¼ 7), Anglophone public school districts were invited to take part as a case study school. The sample size is justified by the alignment with the theoretical framework (Stuart Wells et al., 2002) and a similar sample size has been reported in recent qualitative school-based research (de Meij et al., 2013) .
Procedures
Ethics review was provided by the Health Research Ethics Boards at the University of Alberta and Dalhousie University. Participating school districts in NS granted permission to access schools for the data collection. Prior to any data being collected, principals and key informants also provided informed consent. After determining potential cases, the primary investigator contacted the school principal to inform them about the subsequent research and determine their willingness to participate. All selected school principals agreed to take part and a first meeting was scheduled. Following the initial meeting, we employed purposive snowball sampling (Trochim, 2001 ) by asking principals to provide recommendations of key informants (school staff and parent/community volunteers) that were involved with health promotion activities. Depending on school circumstances, either an individual interview with the school principal or a meeting with school staff was scheduled. The purpose of this initial meeting was to meet with the principal or present to a school team regarding the school-specific results and discuss potential contextual factors that may have influenced the results within selected schools. Further visits, interviews and meetings were scheduled with key school stakeholders based on the recommendations made following the initial visit.
Data collection
The discussion of contextual factors during key informant interviews was the basis for data collection for this study. Interviews were conducted with key stakeholders involved in supporting health promotion (e.g. principals, school staff and parent volunteers). Interviews followed a conversational format and guides were developed for each participant to collect rich descriptions of current health promotion programmes and activities and their related strengths and challenges. Interviews were conducted by the primary author, either in-person or over the phone, and ranged from 28 to 79 min. With permission from participants, interviews were recorded and transcribed verbatim. Two participants could not participate in an interview so they provided written responses to open-ended questions. These data were also transcribed and analysed in the same way as the interview transcripts. Field notes, including observations from the researchers, and memos, including insights and hunches, were transcribed and included as data for analyses (Richards and Morse, 2007) .
Analysis
Principles of saturation (Patton, 2002) were used to determine the number and type (i.e. principal, teacher or parent) of interviews that needed to take place within each school. Specifically, we sought to gather sufficient organizational context to describe the factors preventing and facilitating health promotion activities within each school. Depending on the school circumstances, different stakeholders (with varying roles) were identified as key informants. Data transcripts were imported into qualitative analysis software (QSR NVivo Version 8.0) to organize and code data. Two authors independently reviewed selected transcripts and employed open coding strategies (Strauss and Corbin, 1998) to inductively identify emerging codes (Creswell, 2007) . Emerging codes were discussed and defined by both primary authors using labels taken from the words of participants as well as those relevant to the HPS literature (Richards and Morse, 2007) . This list of codes and definitions was used to enable constant comparison when coding subsequent transcripts. Frequent discussions were held to revise codes and definitions. While coding, the primary author also recorded memos related to information, ideas and insights about the relationships in the emerging theory. After the data were coded, the primary author conducted theoretical coding to explore ideas and insights emerging through data analysis. Commonalities were sought between different codes to increase the degree of abstraction of the analysis. Categories were used to classify relationships between codes, which enabled an increased level of abstraction and development of theoretical interpretation regarding factors influencing HPS implementation.
RESULTS
Overall, 23 stakeholders (n ¼ 23) across the nine schools took part in either an individual or group interview. Participants comprised school principals (n ¼ 9), PE teachers (n ¼ 3), classroom teachers (n ¼ 3), support teachers (n ¼ 2) and parent/community volunteers (n ¼ 6). Table 1 provides detail on participants and school and community characteristics. Although several themes emerged, the focus of the results included in this paper was on the factors that prevented or facilitated school implementation of HPS. Also, as the initial health focus of NS HPS was to support physical activity and healthy eating (as it relates to the provincial nutrition policy), the majority of examples are related to these health topics. An overview of the emerging themes, substantiated with school context and direct quotations from participants, is shown in Table 2 and the subsequent section provides a narrative summary of the themes that emerged from data analysis (themes are identified with italic script).
Barriers
It was evident that increasing demands on the education system limited the overall support a school could provide for health promotion activities. All participants understood the importance and relevance of supportive school health practices, but school staff (i.e. principals and teachers) commented that large class sizes, changes to curricula and pressures to raise standardized assessment results mitigated the ability of their school to support health promotion activities. Most parents also acknowledged the increasing educational demands on school staff. Furthermore, mental wellbeing was recognized as an essential part of student learning and overall health but was an issue that posed a challenge for illequipped schools. Many teachers spoke about the need for guidance, resources and behavioural support in classrooms as a result of the increasing needs of students and complex challenges faced by families. Correspondingly, principals commented that their restricted budgets made it difficult to provide sufficient behavioural support to classroom teachers. Many principals and teachers said that they wanted more organizational capacity through additional staff rather than curriculum resources or professional development.
School food provision and regulations for food preparation created a number of political and financial challenges for schools, especially related to garnering support from volunteers in the community. Political challenges and organizational barriers were evident when food service was not managed by the school (two schools); these obstacles seemed to create a 'business' culture and negatively influenced relationships at the school and the nutritional quality of food. However, principals noted that changes to school food management were difficult and would require significant investment (time and money) by the school. Furthermore, school-level management of food did not necessarily liberate the school from challenges; financial viability was also reported as a major challenge to school-managed programmes (five schools) and those organized by parent volunteers (two schools). Financial challenges also seemed to limit the ability of a school to offer opportunities for physical activity; particularly with respect to having sufficient core staff (e.g. PE teachers) and providing transportation options for students to participate in afterschool activities (especially relevant for rural schools).
The obstructive community culture also posed a unique challenge for schools. All parents (and also school staff who were parents) commented on the increasing societal challenges to healthy living (e.g. increased costs of healthy foods, pervasiveness of fast food and the challenges to keep pace with increasingly busy family schedules). Parents also reported that they were aware of school health promotion activities and appreciated receiving information from school about nutrition as it reminded them of the expected school norms.
However, it seemed that these persisting cultural norms negatively influenced schools' ability to adopt health promotion practices. For example, teachers felt that inconsistency between healthy messages promoted at the school and unhealthy messages in the broader community (and potentially reinforced at home) was undermining what students were learning in the classroom about healthy eating. Many principals also struggled with these norms, commenting that they did not want to disregard support provided by parents because of potential incongruity with their school's efforts to promote health; rather, principals felt that they needed to foster engagement of parents regardless of the messaging. However, personal values of individual participants also seemed to influence their perspective regarding the appropriate 'balance' for promoting health in schools. For example, some participants (principals, teachers and parents) felt that regular sale of less nutritious foods (according to a provincial nutrition policy) was acceptable, whereas others thought that such foods should only be available during special school celebrations and holidays.
Facilitators
Many schools commented on how top-down policy supported healthier school practices; in particular, participants noted that the provincial nutrition policy had made an impact on the nutritional quality of food provided at schools and was starting to change the norm for 'acceptable' school food. Most principals appreciated having the policy as it provided justification to change unhealthy food practices. Teachers and parents provided examples of recent positive changes to breakfast and lunch programmes. With respect to procuring food in schools, several principals also reported that outside vendors were now providing healthier foods that were aligned with the policy. Support from school districts was also perceived as enabling change to school Principals were reported as being vital to obtain buy-in and teachers helped to support activities on the ground (e.g. organization and delivery of health initiatives). Parents were involved with fundraisers, advisory committees and helped to support food and activity programmes. Several schools paid for a school food coordinator who was a champion for school health initiatives.
Principal: ' . . . you just can't take the policy and be able to run the type of program we have without having a lot of people believing in it and putting extra effort.' Support teacher: ' . . . in this school, we work, all of us work so hard to try and instill this, to promote it, to make sure we're eating healthy as a role model, I think that's just as important.' Facilitator: Supportive school culture Successful health practices were embedded into the culture (i.e. the way of life) of schools. Participants provided examples of how collaboration within and beyond the school helped to support school health initiatives.
Classroom teacher: ' . . . everybody's taking a little piece of the puzzle and they're working towards that goal.' a School food programs were organized and delivered by parent, community or staff volunteers, a paid school food coordinator or an external outside food service provider.
food practices; in particular, principals and teachers noted that funding and training opportunities related to the nutrition policy were helpful to facilitate action in schools. It was clear that school leadership fostered support for health promotion within schools. Principals were important champions who provided leadership to school health initiatives and identified their commitment with decisions that supported healthy school practices. Despite the financial implications and potential discontent from parents (see previous comments in obstructive community culture), several principals prohibited the sale of unhealthy foods and allocated transportation funds to ensure that all students could take part in afterschool activities. From the perspective of teachers and parents, this leadership set expectations for the school, enabled change and garnered support from other school partners. Teachers and parents also played important roles in the schools, with teachers often leading physical activity programmes and parents supporting the school food programme. Participating parents commented that they helped to raise and distribute funds and worked in an advisory capacity to increase the quality of education provided by the school. The dedication of all school champions seemed to be driven by a commitment and passion for the health and wellness of their students/children. Several schools had also hired a school food or afterschool programme coordinator to formalize community leaders. This champion helped to lighten the load from school staff and alleviate the reliance on volunteers to organize and implement initiatives.
Elements of a supportive school culture were facilitated through collaboration between school partners and expressed through the opinions and attitudes of participants. School health initiatives were perceived as being easier to support when they were consistent with the school culture. Several principals and teachers identified that aligning health initiatives with academic priorities of schools was important. For example, success was reported by schools in providing opportunities for physical activity to directly enhance concentration in classroom lessons and integrating health into lesson plans (e.g. taste-testing different fruits). Furthermore, fostering a 'whole school approach' through collaboration among partners helped to ensure that initiatives were embedded into the accepted culture. Beyond school staff, partners in public health and recreation provided important support by identifying additional potential resources in the community and identifying opportunities to reinforce healthy messages. Finally, students were acknowledged as playing important roles in successful initiatives and were reported as leaders through peer mentorship and playground leadership programmes.
DISCUSSION
We studied factors that prevented or facilitated implementation of HPS practices in the province of NS, Canada. At a broad level, we observed barriers that were mostly structural and systemic, whereas the facilitating factors were related to political leadership and organizational capacity. The results of this study are consistent with school intervention literature but the context related to cultural factors (both externally prohibiting and internally facilitating) contribute important insight into how health promotion activities were challenged and supported in schools following the implementation of a population-level HPS initiative. Our results have important implications to inform the sustainability of current school interventions and naturally occurring school-based initiatives that have been stimulated by government policy. In particular, they provide evidence on how schools can maintain health promotion strategies by embedding practices into their school culture to sustain positive changes beyond targeted intervention and government funding. Furthermore, as a holistic approach is more likely to have a positive influence on student health and learning (International Union of Health Promotion and Education, 2009; Deschesnes et al., 2010) , it is important to consider the interactions between the emerging barriers and facilitators and their cumulative influence on schools.
Political support, top-down through policies and resources, can help to set standards and priorities for health promotion activities (Sabatier, 1997; Tang et al., 2009) ; however, increasing pressures and demands on the school system create a paradoxical challenge for schools to support school health interventions and policy initiatives (Nollen et al., 2007; Evenson et al., 2009; Kelder et al., 2009; MacLellan et al., 2009; Langille and Rodgers, 2010) . Consistent with recent literature (Amis et al., 2012) , the participants in the current study reported that increasing demands on teachers and principals limited the overall support that a school could provide to health promotion activities. Although the existence of a mandated provincial food and nutrition policy stimulated organizational support, 'buy-in' from school stakeholders was a key factor in the adoption, implementation and acceptance of the policy. Previous research has suggested that all school champions, including principals, teachers and parents, have the potential to influence the adoption and sustainability of a school initiative (Durlak and DuPre, 2008 ) and school principals can be a key force in stimulating a critical mass of individuals (MacLellan et al., 2009) and influencing the adoption (Payne et al., 2006; Deschesnes et al., 2010) and quality of adherence (Roberts-Gray et al., 2007) to school wellness initiatives. However, similar to other studies, our results suggested that it is essential to support champions with sufficient time and resources to overcome potential indifference or resistance to HPS (Resnicow and Allensworth, 1996; Inchley et al., 2007) .
This study also elaborated on the cultural and bureaucratic challenges with both food service providers and adhering to a nutrition policy. While, previous research is also is beginning to describe how organizational, community and parent norms can impede school wellness policy implementation (S anchez et al., 2014; Ardzejewska et al., 2013) , the current study builds on our understanding of the significance of deeply rooted traditions that cultivate unhealthy cultural norms and influence school communities. Considering differences in values and ideas for health promotion, this study suggests that a 'ground-up approach' is needed to change school food norms and enable a supportive school culture that embraces the change. Similarly, previous research has reported that successful development of school nutrition policies includes consultative processes that engage key stakeholders early in development. This engagement is postulated to have enabled earlier adoption and increased adherence of health promotion practices (MacLellan et al., 2010; Taylor et al., 2011) . Building readiness among school stakeholders by stimulating shared values and beliefs can have a positive effect on the culture of a school (Samdal and Rowling, 2011) . Therefore, to overcome political and cultural challenges, schools will need to consider how they can foster organizational capacity by developing partnerships, engage multiple school stakeholders in decision-making, establish norms for school practices and transform the culture of the school so that health is embedded as the 'way of life' of the school (Durlak and DuPre, 2008; MacLellan et al., 2009; Tang et al., 2009; Veugelers and Schwartz, 2010) .
An important policy implication of our study was the reported concerns with mental wellbeing from school stakeholders and uncertainty around how to respond to this complex health issue. Our results clearly suggest that these issues created a significant burden on teachers and their capacity to deliver curriculum and support other health issues. This finding is important considering that the initial focus of NS HPS was to support nutrition and physical activity. Recently, there has been an emerging trend that moves beyond a problem-focused approach to embrace a more positive view of mental health (Morrison and Kirby, 2010) . Fostering an inclusive and supportive social and physical environment can help to support the overall mental and emotional wellbeing of students (Whitman et al., 2008) , but there is limited research that has explored how to navigate implementation of a positive mental health approach in schools. Since fostering a positive mental health approach contributes to psychological wellness and increased readiness to pursue goals related to healthy lifestyle change (i.e. improved nutrition and physical activity behaviours) (Deci and Ryan, 2008) , it will be important for NS stakeholders to consider how to integrate mental wellbeing into current health promotion strategies by providing schools with adequate and appropriate staff capacity and support.
Study limitations
This study adds value to emerging literature on school health interventions and policy initiatives by providing context to the factors inhibiting and facilitating schoollevel implementation of practices related to school health. This study provides different perspectives from nine schools in the province of NS; therefore, the findings of this study might be specific to the contexts of the participating schools. A snowball sampling approach (Trochim, 2001 ) was employed to attain additional participants based on recommendations following the first meeting at the school. As a result, selection bias may have contributed that participants are more likely to be interested and valuing school health initiatives. There was no consistent emphasis on a stakeholder role (i.e. depending on school circumstance, different groupings of key informants took part); this approach provided depth in context related to the research questions but may not have captured the full breadth of stakeholder perspectives across various school roles.
Conclusions
This study provided important context to factors that facilitate or slow down the implementation of HPS practices. The results add to the evidence base of the contribution of community and organizational culture in supporting or hindering health promotion within schools. With increasing priority to promote mental wellbeing, it will be important for future HPS strategies to consider how to integrate this into current health promotion strategies. Both physical and mental health are inextricably linked to children's long-term prosperity and require continued government attention to ensure continuing support within school communities. Effective implementing and sustaining the positive effects of HPS will require continuous engagement and collaboration with schools and their multiple stakeholders.
